Background Respiratory complications are common after neonatal repair of oesophageal atresia and tracheo-oesophageal fistula. (Thorax 1992;47:1030-1034 Respiratory complications are common after repair of oesophageal atresia and fistula and tend to occur in the early postoperative years. 2
ments, including secondary to permanent bronchiolar damage os, were similar in from repeated inhalation of gastric and oesoteristic harsh bark-phageal contents in the first few years after ,ithout the cough. operation or to increased bronchial hyperreacsmokers and non-tivity from continuing inhalation. Abnormalities of oesophageal peristalsis predisposing to inhalation are universal after surgical repair, '8 19 and congenital abnormalities of innervation of the oesophageal wall20 may comin in a substantial pound the problem. Gastro-oesophageal reflux, Xcted patients who common after initial surgery,2' 22 may also conacheo-oesophageal tribute to respiratory problems from inhalation In after birth shows and possibly from vagally mediated bron- Table 3 Lung function data expressed as means (1 SD) of the standardised scores in groups according to whether they had been admitted to hospitalfor respiratory disease after initial surgery or had gastro-oesophageal reflux* Retention of secretions from squamous metaplasia of the tracheal mucosa5 and an ineffectual cough from tracheomalacia may have contributed to recurrent pneumonia. Pleural scarring from empyema after anastomotic rupture, an uncommon postoperative complication, and multiple thoracotomies29 may also lead to mild restrictive lung disease.
The increase in expiratory flow relative to inspiratory flow suggests extrathoracic tracheal obstruction. Although the rate of inspiratory flow is very effort dependent, great attention was paid in this study to the achievement of maximal efforts by the patients, who were very cooperative. The reduced inspiratory flow therefore is probably genuine; it would be consistent with the presence of tracheomalacia in some patients who died. 4 The characteristic harsh cough thought to be a manifestation of tracheomalacia did not identify those patients with reduced inspiratory flow.
We documented an increase in lower airways obstruction and a reduction in lung volumes in patients with radiological gastro-oesophageal reflux in the early years after operation. Patients with current gastrointestinal symptoms had lung function similar to that of symptom free subjects, and only a few patients given a bronchodilator had an appreciable response. These findings support the possibility that the lung function abnormalities may be secondary to permanent lung damage from recurrent inhalation in the early years. We cannot exclude the possibility, however, that aspiration occurs without causing symptoms.
This study has documented mild lung function abnormalities in patients aged from 6 to 38 who had oesophageal atresia or tracheooesophageal fistula, or both, repaired in the newborn period. The disorders suggested mainly mild airways obstruction, which seems likely to have been a long term complication of inhalation; this could also explain the restrictive defects found in a few patients. These findings emphasise the importance of early diagnosis and appropriate management of inhalation, particularly gastro-oesophageal reflux, after surgery. Nevertheless, these abnormalities in upper and lower airways function seem to have little impact on the patients and almost all are enjoying a normal lifestyle. 27 Those who are smoking do not at this stage have significantly worse lung function. As the patients age, however, it will be important to follow them in case they have progressive disease.
